left position. Others also reported similar results ( 3 ) .
On the other hand, the occurrence of aspiration pneumonia has been reported as a frequent and oft en under-recognized complication of colonoscopy. Cooper et al. ( 4 ) identifi ed 173 cases of aspiration out of a total of more than 165,000 of colonoscopy procedures of patients who resided in one of the regions served by a SEER registry. Aspiration was more frequent in patients undergoing colonoscopy with anesthesia (0.14%) than without (0.10%). A large study in 3,155 patients undergoing colonoscopy under deep sedation reported 0.16% incidence of aspiration and desaturation ( 5 ) .
We do not know whether aspiration occurred in the study by Vergis et al. ( 1 ) , as it is oft en diffi cult to detect and may sometimes be revealed just by patients coughing. Nevertheless, as the combination of right lateral decubitus and sedation may potentially increase the occurrence of aspiration, I recommend using caution before the results of the present study can be generalized. To the Editor: I read with interest the study by Vergis et al. ( 1 ) , who randomized patients to undergo colonoscopy beginning either in the conventional left lateral decubitus or in the right lateral decubitus. Conscious sedation was administered according to endoscopist's preference in both groups. Th ey found that the time needed to reach the cecum was shorter in the right than in the left lateral decubitus. Moreover, patients found right side more comfortable than the left one. In addition, changes of the patients' decubitus were needed more rarely in those starting in the right side than in the left side. No complications occurred.
CONFLICT OF INTEREST
Changes of decubitus are essential during colonoscopy both for facilitating the endoscope progression and for obtaining the most convenient position when performing operative maneuvers such as polypectomy and submucosal dissection. In particular, position changes are useful both for improving accessibility to the target lesion and for taking advantage of the eff ects of gravity.
I have some concerns regarding the potential side eff ects of a prolonged position of the patients in the right lateral decubitus. It is known that gastroesophageal refl ux depends upon the body position also in normal subjects when lying in bed. Using a 4-h combined manometry and pH recording, Van Herwaarden et al. ( 2 ) demonstrated in the right recumbent position a statistically signifi cant prolonged esophageal acid exposure, a higher incidence of refl ux episodes, and more transient lower esophageal sphincter relaxations than in the manuscript ( 2 ), the median volumes of intravenous sedation used were virtually identical in LL and RL groups and no complications of sedation were recorded. It remains possible however that, by chance, subjects randomised to the RL arm of the study may have been more susceptible to the dose of intravenous sedation used than subjects randomised to the LL arm of the study. However, the median dose of intravenous sedation used overall was low (midazolam 2 mg and fentanyl 50 mcg) and, at this level, rarely causes any drop in Glasgow Coma Score. We feel it unlikely that alternative markers of conscious level would be sensitive enough to capture a signifi cant diff erence in this parameter within the design of this study.
Finally, Koklu et al. ( 1 ) suggest that the study could be improved by asking a single endoscopist to perform all procedures, LL and RL, in order to obtain the most homogenous data set possible. On the contrary, we feel that such a design would detract from the generalizability of our study to other endoscopy units and, indeed, other endoscopists. Th e variance in the data set was indeed large: e.g., the median insertion time to cecum for trainee endoscopists of almost 21 min compared with just over 7 min for endoscopists who had performed >5,000 prior procedures. However, the fact that statistically signifi cant diff erences were detected inspite of this large variation between endoscopists to which Koklu et al.
( 1 ) refer, suggests that ROLCOL may have relevance to clinical endoscopic practice outside of our artifi cial academic trial setup.
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